Respiratory-gated radiation therapy (RGRT) is used to minimize the radiation dose to normal tissue in lung-cancer patients. Although determining the gating window in the respiratory phase of patients is important in RGRT, it is not easy. Our aim was to determine the optimal gating window when using a visible guiding system for RGRT. Between April and October 2014, the breathing signals of 23 lung-cancer patients were recorded with a realtime position management (RPM) respiratory gating system (Varian, USA). We performed statistical analysis with breathing signals to find the optimal gating window for guided breathing in RGRT. When we compared breathing signals before and after the breathing training, 19 of the 23 patients showed statistically significant differences (p < 0.05). The standard deviation of the respiration signals after breathing training was lowest for phases of 30%-70%. The results showed that the optimal gating window in RGRT is 40% (30%-70%) with respect to repeatability for breathing after respiration training with the visible guiding system. RGRT was performed with the RPM system to confirm the usefulness of the visible guiding system. The RPM system and our visible guiding system improve the respiratory regularity, which in turn should improve the accuracy and efficiency of RGRT.
Introduction
The aim of radiation therapy is to provide a sufficient radiation dose to the tumors of cancer patients while minimizing the radiation dose to normal tissues [1] . Recently, various radiationtherapy techniques have been studied to achieve this goal, including intensity-modulated radiation therapy (IMRT), volumetric-modulated arc therapy (VMAT), and dynamic conformal arc therapy (DCAT) [2] [3] [4] [5] [6] .
Reports from the Radiation Therapy Oncology Group (RTOG) [7] [8] [9] [10] include guidelines for stereotactic body radiation therapy (SBRT) treatment of lung cancer and cover patient selection, techniques, dose fractions, dose verification at treatments, localization, simulations, immobilization, calculation algorithms, prescription dose constraints for treatment planning, and critical organ dose-volume limits. In particular, RTOG-0915 [10] suggests two methods for dealing with tumors with movements due to breathing: (1) If four-dimensional computed tomography (4DCT) is not applicable because of the tumor motion and patient condition, a conventional CT simulation (non-4DCT) is used in which the planned target volume (PTV) is defined by the gross target volume (GTV) with a 0.5-cm extension in the axial plane and 1.0-cm extension in the longitudinal plane. (2) If the 4DCT simulation is applicable, the internal target volume (ITV) generated by the tumor motion and derived from a 4DCT dataset is extended by 0.5 cm. Although adding large margins to the target volume helps deliver a sufficient radiation dose to the tumor, the radiation dose to the lung increases, which increases the chance of radiation pneumonitis [11, 12] . On the other hand, if the margin added to the target volume is too small, the uncertainty of the radiation dose to the target volume increases and leads to undesired treatment outcomes, although the radiation dose into the lung is decreased to reduce the chance of radiation pneumonitis.
Recent studies have focused on reducing the radiation dose to the lungs. In particular, the American Association of Physicists in Medicine (AAPM) Task Group 76 classified five types of strategies for managing motions caused by breathing during radiation therapy [13] : (1) the motion-encompassing method, (2) respiratory-gated techniques, (3) breath-hold techniques, (4) forced shallow-breathing methods, and (5) respiration-synchronized techniques.
A number of studies have considered respiratory-gated therapy, which enables treatment during specific phases of respiration by using an external marker block to receive signals in order to reduce the radiation dose to the lung while maintaining a sufficiently high radiation dose to tumors [14, 15] . Because a smaller gating window increases the treatment time while decreasing unnecessary radiation to the lungs, radiation oncologists generally randomly decide the gating window of a specific phase during which the beam is irradiated during gating treatment. At an inhalation phase of 0% and exhalation phase of 50%, gating windows are usually set at 30%-50%, 30%-60%, or 30%-70% [16] [17] [18] .
Beddar et al. [19] investigated the correlation between the motions of an external marker and internal fiducials implanted in eight liver patients undergoing 4DCT. Their results showed a strong correlation between the external respiration and internal motion during expiration corresponding to the 40%-60% phases in the superior-inferior (SI) direction. They suggested that a real-time position management (RPM) trace is a reliable predictor for relating the internal marker tumor position and external marker during gating treatment.
In general, the external marker block motions differ from the internal tumor motions. Because surrogates such as diaphragms and injected fiducial markers have become more reliable, their use to confirm internal tumor motions has been suggested. Unfortunately, diaphragms and injected fiducial markers were not available for use at our institution. In our study, we only used the external marker block to determine the gating window for respiratorygated radiotherapy (RGRT). In addition, we assumed that the correlation between the external marker block and internal tumor is intra-fractionally constant.
Analysis of the external marker signal is important in RGRT. However, there has not yet been any statistical study on using external marker blocks for determining the effective gating windows in gated radiotherapy. Therefore, the objective of our study was to identify the differences in breathing signals measured before and after breathing training by using RPM and our visible feedback system in RGRT and to determine the optimal gating window through a statistical analysis of the breathing signals after breathing training. 
Materials and Methods

Ethics statement
Patient selection
Lung-cancer patients who could undergo breathing training from April 29, 2014, to October 6, 2014, were included in the study. Table 1 lists the patient characteristics, including the gender, age, tumor site, and treatment techniques. There were 19 males and 4 females, and the average age was 67 years (ranging from 45 years to 85 years). Tumors were located in the right upper lobe (RUL) in nine patients, the right lower lobe (RLL) in six patients, the left upper lobe (LUL) in eight patients, and the left lower lobe (LLL) in one patient. Patient #21 had treatment to the RUL and the LUL. Patients underwent conventional radiotherapy (CRT) with a multi-fractionated 2-or 1.8-Gy dose and SBRT with a total dose of 12-15 Gy in four fractions.
Real-time position management (RPM) respiratory-gating system
The RPM respiratory-gating system (Varian Medical Systems, Palo Alto, CA, USA) was used to record breathing signals. Determination of the Gating Window for Respiratory-Gated Radiotherapy where the breathing of the patient could be clearly observed. An infrared camera recorded the movement of the external marker block as the patient breathed. The patient breathed while following the change in the graph with time by using the visible guiding system placed overhead in an attempt to increase the reproducibility of breathing.
The external marker block reflected infrared light as the patient breathed, while the infrared camera recorded the position of the external marker block in real-time by detecting the reflected infrared light to measure the breathing signals of the patient (Fig 1) .
The RPM measurement system has two modes for measuring breathing signals: the amplitude mode based on the position and phase mode based on the cycle. Our study used only the phase mode, which is more widely used than the amplitude mode. The phase mode produces a sine-wave curve as the external marker block moves up and down over time, as shown in 
Acquiring respiration signals
Respiration signals obtained without the visible guiding system were free respiration signals, and those obtained after training with the visible guiding system were guided respiration signals. After the patient was placed on the Body Pro-Lok™ system and the Vac-Lok™ cushion was customized for the patient, the free respiration signal was recorded for 5 min. After the free respiration signal was obtained, patients were given an explanation about the visible guiding system and then trained to breathe in a stable manner while following the changing bar graph according to the recorded time in the portable media player (PMP). The breathing cycle was set to 3 s according to the breathing training protocol of the hospital. Although the breathing signals were recorded for 5 min, the data during the initial 3 min for free respiration and guided respiration were excluded from the analysis of the results because the patients were adapting to the visible guiding system during this time.
Analysis of the respiration signals
The records of the breathing signals were saved as a data file that could be opened and read in a text editor such as Notepad++, and all of the recorded information could be identified. The recorded phase values were converted from radians to degrees. The position values of the external marker that corresponded to the phases 0%, 10%, 20%, 30%, 40%, 50%, 60%, 70%, 80%, and 90% were extracted. The differences between the extracted position values recorded with and without the use of the visible guiding system were analyzed by using a graph showing the positions of the marker block over time and a box plot for each phase, as shown in Figs 2 and 3 . In addition, a significant-difference analysis of the use of the visible guiding system was performed for each patient by using a paired t-test (SPSS, Inc., Chicago, IL, USA). After the analysis of the breathing signal from the guided respiration, we analyzed the standard deviation of the respiration signals for the 23 patients to find the optimal gating window with the visual guidance system. In this study, we restricted the meaning of "optimal" to the lowest standard deviation of the respiration signals with the external marker. The free respiration of patient #13 showed an irregular cycle from 3 min to 5 min and an irregular position of the marker block over time, as shown in Fig 4(A) . On the other hand, Fig 4(B) shows the result for guided respiration with a regular cycle from 3 min to 5 min, and the position of the marker block was more regular relative to that for free respiration. results: the bottom line indicates the 25th percentile, the top line indicates the 75th percentile, the solid line inside the box represents the median, and the asterisk represents the mean. The whiskers represent an approximately 95% confidence interval, and the points beyond the whiskers are extreme values outside the 95% confidence interval of the median . Fig 2(B) shows that the displacement of the marker block decreased with the phases 0%, 10%, 20%, 30%, 40%, 50%, and 60% for guided respiration compared with that for free respiration, as shown in Fig 2(A) . This tendency was also found in Patient #18. Table 2 lists the mean and standard deviation of the duration of each respiration cycle. The patients underwent breathing training according to the breathing-training protocol of Yeungnam University Medical Center with the breathing cycle set to 3 s. In addition, the table presents the mean value and standard deviation of the differences derived using an SPSS paired ttest, standard error, 95% confidence interval (lower limit, upper limit), and p-values. Differences with p < 0.05 were considered significant and are indicated with a superscript "a" on the p-value. The statistical results showed significant differences in breathing due to breathing training in 19 of the 23 patients. There were no significant differences in values due to breathing training for Patient #1 (p = 0.118), Patient #10 (p = 0.069), Patient #14 (p = 0.124), and Patient #19 (p = 0.374). We believe that this is because their breathing was stable even before breathing training. Table 3 presents the means of the standard deviations of each phase after the analysis of the guided-respiration breathing signals of the 23 patients. The standard deviation was calculated from the motion amplitudes for each phase. The phases showed the lowest difference in standard deviation in the range of 30%-70%.
Results
Discussion
The introduction of the four-dimensional treatment planning system led to the study of the dynamic motion of tumors in mobile lungs [14] [15] [16] [17] [18] . Several methods have been proposed to minimize the errors caused by the irregular breathing of patients, including the (1) motionencompassing method, (2) respiratory-gated techniques, (3) breath-hold techniques, (4) forced shallow-breathing methods, and (5) respiration-synchronized techniques [13] .
In our study, the differences in breathing due to breathing training using the visible guiding system were presented as a function of time and the position of the external marker block. The study was limited in that only the vertical distance relative to the iso-center horizontal could be determined with the external marker block, not the lateral and longitudinal distances in the translational directions. In fact, the external marker does not represent the actual three-dimensional movement of the tumor, but Beddar et al. [19] indicated that there is a strong correlation between the motions of the external marker and internal fiducial marker and suggested that the marker block of the RPM system is a reliable predictor. Because we used a one-dimensional RPM system (anterior-posterior), which is still used in many hospitals to determine the gating window in gated radiotherapy, the results of this study should help the many institutions that use one-dimensional RPM systems. We assumed that the correlation between the external marker and internal tumor remains constant in the vertical direction. Statistical analysis was performed by using the paired t-test on a 3-s cycle for cases with and without breathing training. As shown in Fig 4, for free respiration without the use of the visible guiding system, both the cycle over time and the positions of the external marker block had irregular distributions.
Berbeco et al. [20] assessed the residual tumor motion for the amplitude-based gating mode and phase-based gating mode. They pointed out that each mode can be problematic if a patient's depth of breathing is inconsistent and the patient's respiration signals are affected by a baseline shift. This can cause the beam to turn on during an unintended gating time.
Similar to the results of our study, Jiang [16] demonstrated differences between free breathing and coached breathing depending on whether or not a coaching technique was used. He used the initial recording for approximately 200 s and showed that the cycle over time and the displacement of the external marker clearly had smaller variations with coached breathing than with free breathing. These are similar to the results of our study. In addition, Jiang discussed the Mitsubishi/Hokkaido technique for internal gating and the Massachusetts General Hospital (MGH) technique for external gating. He noted that the gating window of non-gated 3D conformal radiation therapy (CRT) was 100%, whereas that of typical gated 3DCRT treatment was 30%-50%. Furthermore, he explained that if the delivery technique for gated IMRT is step-and-shoot, less than 30% of the gating window would be better owing to the beam-off time needed for multi-leaf collimator (MLC) motion.
Vedam et al. [18] reported a trend toward an increase in standard deviation and range of motion with an increase in the gating window. In addition, they found that the use of a breathing coaching method could improve the range and standard deviation of motion depending on the function of the gating window; however, these results could differ depending on the patient.
Berbeco et al. [15] reported that a number of clinics began performing gated radiotherapy by using an external marker to reduce the amount of radiation on healthy lung tissues. Because the end-of-exhale (EOE) tumor position is more reproducible than that during the rest of the breathing cycle, the gating window was positioned at the exhale. On the other hand, because the expanded lungs reduce the amount of healthy tissue within the treatment field, the end-ofinhale (EOI) phase would be more beneficial. In phase-based gating, the mean values of the residual motion were 2.7 mm at the EOI phase and 1.2 mm at the EOE phase, which implies that the residual motion of the tumors was larger in the EOI phase than in the EOE phase.
In our study, statistical analysis of the breathing signals of the 23 patients who underwent breathing training showed that a gating window of 40% was considered optimal, and the 30%-70% gating window was considered most reasonable for use in guided respiration treatment. We limited the meaning of "optimal" to the reproducibility of the external marker. If the 30%-70% phase is used for the gating window of the visible guiding system with RGRT, the unnecessary loss of time from irregular breathing would be minimized, and the effectiveness of the treatment would be increased.
Conclusions
In this study, a statistical analysis was conducted on breathing signals obtained before and after breathing training with a visible guiding system. The results showed that the repeatability and reproducibility of the breathing cycle improved with breathing training and that the optimal gating window for RGRT is 40% (30%-70%) with respect to repeatability for breathing after respiration training with the visible guiding system.
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